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 This visit was a revisit for a federal home health 

complaint survey that resulted in an Immediate 

Jeopardy and extended survey on January 6, 

2012.

Survey date:  January 23, 2012 

Facility:  003961

Medicaid Vendor:  200466510

Surveyor: Susan E. Sparks, RN PHNS

An Immediate Jeopardy was identified on 1/6/11.  

The Immediate Jeopardy was removed at 4 PM 

on January 23, 2012.  

Five conditions and seventeen deficiencies were 

corrected with this survey.  Faithful Friends Home 

Healthcare Inc is in compliance with the 

Conditions of Participation for home health 

agencies 42 CFR Part 484.  

Quality Review: Joyce Elder, MSN, BSN, RN

January 26, 2012
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other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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